
2017-18 INSURANCE RATES 
MONTHLY PREMIUMS 

(Effective June 2017 - May 2018) 
Full-time Full-time 

Premium Board's Employe 
Share e Share 
80% 20% 

HEALTH PLANS (Health insurance is only available for employees with an FTE = > .75FTE. See Eliqibilitv below) 
UNITY PLAN - HMO 
(In Network) Deductible: $500 single/$1000 family, Co-insurance: 10% Employee. 
Family 1458.42 1166.74 291.68 
Single 643.10 514.48 128.62 
UNITY PLAN - PCS 
(IN & OUT of Network) Deductible: $1000 sini::ile/$2000 family, Co-insurance: 20% Employee 
Family 1625.19 1300.15 325.04 
Sinqle 716.13 572.91 143.22 

DELTA DENT AL 
Family 104.48 83.58 20.90 
Single 40.56 32.45 8.11 "prorated for part-time - see dental rate sheet 

WEA- Life Ins per month .118/1000 100% .00 Supplemental life available at rates based on 
MNLI - LTD Ins per year .31/100 100% .00 age and elected amount. See sum life sheet. 

Eligibility: 
• Regular employee who is contracted/assigned to work at least 30 hours per week is eligible for health insurance. 

» Teachers, secretaries/specialists, custodians, food nutrition, mlm/ds & administrators - equal/greater than a 
.75 FTE (30/40hrs) 

» Paraprofessionals - equal/greater than a .8 FTE (30/37.5hrs) 
» Other employees (such as substitutes, coach, tutor etc) will be notified of their health insurance eligibility by 

mail if worked an average of 30 hours per week per the ACA regulations. 
• Dental, Life and LTD is only available to regular employees scheduled to work at least 20 hours per week. 
• *Dental insurance is prorated for part time employees based on FTE as noted above. 

Payroll Deductions: 
• The employee share is deducted at½ the monthly amount on the first two checks paid each month. 
• New hires and "late enrollee" will pay an accelerated "Catch-up" amount, and then will be on the same schedule 

as the employee type in the group they belong. 
• School year hourly employees (i.e. Paraprofessional, Food Service, 225/210 Secretaries and Interpreters will 

have their share of the summer insurance (July & August) deducted in April & May each year. 
• Teachers who have their contract paid over 10 months will pay their share of the July & August insurance 

on their last check in June. 

The employee is responsible to apply for insurance within 30 days of the qualifying event. i.e. New Hire, change in job 
status, lost of other coverage, change in family/marital status, change in dependents etc. Call Benefits Specialist (ext. 
8707) or 781-9707 for enrollment or changes in coverage. 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services tmi w School District of Onalaska 
- 9077321 - POS 

Insu rance 
Artllial!<I wltll uw Heattb 

Coverage Period: 7/1/2017 - 6/30/2018 
Coverage for: Single/Family! Plan Type: POS 

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the Q!fill_would share the 
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit https://unityhealth.com/apps/Certlookup. 
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the 
Glossary. You can view the Glossary at www.unityhealth.com or call 1-800-362-3310 to request a copy. 

What is the overall 
deductible? 

In Network: $500 Single/$1,000 Family per 
Benefit Year 
Out of Network: $1,000 Single/$2,000 Family 
per Benefit Year 

Generally, you must pay all of the costs from providers up to the deductible amount before 
this plan begins to pay. 

If you have other family members on the plan, each family member must meet their own 
individual deductible until the total amount of deductible expenses paid by all family 
members meets the overall family deductible. 

Are there services 
covered before you meet 
your deductible? 

Yes. Preventive care services are covered 
before you meet your deductible. 

This plan covers some items and services even if you haven't yet met the deductible 
amount. But a copayment or coinsurance may apply. For example, this plan covers certain 
preventive services without cost-sharing and before you meet your deductible. See a list of 
covered preventive services at https://www.healthcare.gov/coverage/preventive-care 
benefits. 

Are there other 
deductibles for specific 
services? 

No. You don't have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

In Network: $1,000 Single/$2,000 Family per 
Benefit Year for medical expenses. 
$2,000 Single/$4,000 Family per Benefit Year 
for prescription expenses. 
Out of Network: $4,000 Single/$8,000 Family 
per Benefit Year for medical expenses. 
$2,000 Single/$4,000 Family per Benefit Year 
for prescription expenses. 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have 
other family members in this plan, they have to meet their own out-of-pocket limits until the 
overall family out-of-pocket limit has been met. 

What is not included in 
the out-of-pocket limit? 

Premiums, balance-billing charges, penalties 
for failure to obtain prior authorization, dental 
coinsurance, and health care this plan 

Even though you pay these expenses, they don't count toward the out-of-pocket limit. 

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. 
If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the 
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. 

Tracking ID: VU5WBB0 
POS SBC 
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doesn't cover. 

Yes. This plan uses a provider network. You will pay less if you use a provider in the plan's 

Will you pay less if you network. You will pay the most if you use an out-of-network provider, and you might receive 
See www.unityhealth.com/findadoctor or call a bill from a provider for the difference between the provider's charge and what your plan use a network provider? 1-800-362-3310 for a list of network pays (balance billing). Be aware, your network provider might use an out-of-network provider 
providers. for some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to No. You can see the specialist you choose without a referral. see a specialist? 

• All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies . 

Common 
Medical Event 1 Services You May Need In Network Provider I Out of Network Provider 

(You will pay the least) (You will pay the most) 

What You Will Pay 
Limitations, Exceptions, & Other Important 
Information 

Primary care visit to treat 
an injury or illness 

$25 copay/visit 
20% coinsurance after 

10% coinsurance after deductible I deductible 
for other outpatient services. 

e-Visits for dependent members under the 
age of 26 are covered with a $15 copay. 

e-Visits for all other members are covered 
with a $15 coca •. 

Specialist visit 

$25 copay/visit 
20% coinsurance after 

10% coinsurance after deductible I deductible 
for other out2_atient services. 

---none--------------- 

If you visit a health 
care_p~ovider's office I Other practitioner office 
or chmc visit 

Chiro/Adult Vision: $25 
copay/visit Chiro/Adult Vision: 20% 
10% coinsurance after deductible I coinsurance after deductible. 
for other outpatient services. 

No coverage for Out-of-Network Hearing 
Exams. 

Benefits are not available for care that is 
Maintenance and Supportive Care or Long 
term Therapy. 
Adult eyewear coverage is limited to $150 per 
Benefit Year. 

Preventive 
care/screening/ 
immunization 

No charge 20% coinsurance after 
deductible 

Coverage is limited to preventive services as 
defined by the Affordable Care Act. 

You may have to pay for services that aren't 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
plan i.vill R~Y for. 
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Common 
Medical Event Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 
Information 

Diagnostic test (x-ray, 10% coinsurance after deductible 20% coinsurance after 
blood work) deductible I ---------------none--------------- 

If you have a test 
Imaging (CT/PET scans, 20% coinsurance after 
MRls) 10% coinsurance after deductible deductible I -------none--------------- 

If you need drugs to Preferred Generics I Tier $5 copay I $5 copay treat your illness or 1 
condition Preferred Brands I Tier 2 $25 copay $25 copay Multiple copays will apply for claims of greater 
More information about Non-Preferred Brands & $40 copay $40 copay than 30 day supply when covered; for claims 
prescription drug Generics I Tier 3 of 31 to 60 days supply, two copays will 
coverage is available apply, and for claims of 61 to 90 days supply, 

at Specialty drugs I Tier 4 $200 copay $200 copay 
three copays will apply. 

www.unityhealth.com/d 
rugfom1ula~ 

Facility fee (e.g., 20% coinsurance after Prior authorization may be required. See 
If you have I ambulatory surgery 10% coinsurance after deductible deductible https://u n ityhealth .com/members/how-to:9et- center) outpatient surgery I 20% coinsurance after care/prior-authorization or call Customer 

Physician/surgeon fees 10% coinsurance after deductible deductible Service for additional information. 

Emergency room care $150 copay/visit $150 copay/visit I ---------------none 
If you need Emergency medical 10% coinsurance after deductible 10% coinsurance after I ---------------none--------------- immediate medical transportation deductible 
attention 

Urgent care $25 copay/visit 20% coinsurance after 
deductible I ---------------none 

Facility fee (e.g., hospital 10% coinsurance after deductible 20% coinsurance after Prior authorization is required. See 
If you have a hospital I room) deductible https://unityhealth.com/members/how-to:9et- 
stay I Physician/surgeon fees 10% coinsurance after deductible 20% coinsurance after care/prior-authorization or call Customer 

deductible Service for additional information. 

In Network Provider Out of Network Provider 
(You will pay the least) (You will pay the most) 

~. ~----,- ... -- -----'-------~~-· 
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In Network Provider 
(You will pay the least) 

Out of Network Provider 
(You will pay the most) 

$25 copay/visit 

Outpatient services 120% coinsurance after 
If you need mental 10% coinsurance after deductible deductible 
health, behavioral for other outpatient services. 
health, or substance 
abuse services I Inpatient services I 10% coinsurance after deductible 20% coinsurance after 

deductible 

$25 copay/visit 

Office visits 120% coinsurance after 
I 10% coinsurance after deductible deductible 
for other outpatient services. 

If you are pregnant Childbirth/delivery 10% coinsurance after deductible 20% coinsurance after 
professional services deductible 

Childbirth/delivery facility 10% coinsurance after deductible 20% coinsurance after 
services deductible 

Benefits are not available for care that is 
Maintenance and Supportive Care or Long 
term therapy. 

Prior authorization is required. See 
https://unityhealth.com/members/how-to:9et 
care/prior-authorization or call Customer 
Service for additional information. 
Maternity care may include tests and services 
described elsewhere in the SBC (i.e. 
ultrasound). 

Prior authorization is required for inpatient 
__________ services. See 

https://unityhealth .com/mem bers/how-to:9et 
care/prior-authorization or call Customer 
Service for additional information. 

If you need help 
recovering or have 
other special health 
needs 

Home health care 10% coinsurance after deductible I 20% coinsurance after 
deductible 

Coverage is limited to 60 visits per Benefit 
Year. 

Prior authorization is required. See 
https://unityhealth.com/members/how-to-get 
care/prior-authorization or call Customer 
Service for additional information. 
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Common 
Medical Event Services You May Need 

What You Will Pay 
In Network Provider Out of Network Provider 

(You will pay the least) (You will pay the most) 

Limitations, Exceptions, & Other Important • 
Information 

Rehabilitation services 10% coinsurance after deductible I 20% coinsurance after 
deductible 

Coverage for Physical, Speech and 
Occupational therapy is limited to a combined 
total of 40 visits per Benefit Year. 

Coverage is limited to O visits each for 
Physical, Speech and Occupational therapy 
and Pulmonary Rehab per Benefit Year. 

Cardiac Rehab is limited to 36 visits per 
event. 

Cardiac Rehab is limited to O visits per 
Benefit Year. 

Inpatient Rehab is limited to O days per 
Benefit Year. 

Post Cochlear Implant Aural Therapy is 
limited to O visits eer Benefit Year. 

Habilitation services 10% coinsurance after deductible I 20% coinsurance after 
deductible 

Coverage for Physical, Speech and 
Occupational therapy is limited to a combined 
total of 40 visits per Benefit Year. 

Coverage is limited to O visits each for 
Physical, Speech and Occupational therapy 
per Benefit Year. 

Prior Authorization may be required. See 
https://unityhealth.com/members/how-to-get 
care/prior-authorization or call Customer 
Service for additional information. 
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Common 
Medical Event Services You May Need 

What You Will Pay 
In Network Provider Out of Network Provider 

(You will pay the least) (You will pay the most) 

Limitations, Exceptions, & Other Important 
Information 

Skilled nursing care 10% coinsurance after deductible I 20% coinsurance after 
deductible 

Coverage limited to O days per Benefit Year. 

Prior Authorization is required. See 
https://unityhealth.com/members/how-to-get 
care/prior-authorization or call Customer 
Service for additional information. 

Durable medical 
equipment 

10% coinsurance after deductible I 20% coinsurance after 
deductible 

Coverage for -- 

Foot Orthotics: Limited to one pair per Benefit 
Year. 

Hearing Aids: Limited to one per ear every 36 
months. 

To obtain the list of covered hearing aid 
models log onto unityhealth.com/hearing aids 
or contact Customer Service. 

Prior authorization may be required. See 
https://unityhealth.com/members/how-to-get 
care/prior-authorization or call Customer 
Service for additional information. 

Hospice services 10% coinsurance after deductible I 20% coinsurance after 
deductible 

Prior authorization is required. See 
https://unityhealth.com/members/how-to-get 
care/prior-authorization or call Customer 
Service for additional information. 

If your child needs 
dental or eye care 

Children's eye exam No charge 20% coinsurance after 
deductible Limited to one exam per Benefit Year. 

Children's glasses No charge · Not Covered 
Children's dental check 
UQ_ 

Not Covered Not Covered ---------------none--------------- 

Excluded Services & Other Covered Services: 

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.) 

• AcuQ_uncture • Infertility treatment • Private-duty nursing 
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• Cosmetic surgery 
• Dental care (Adult 

• Long-term care 
• Non-emergency care when traveling outside the U.S. 

• Routine foot care 
• Weight loss programs 

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these services.) 

• Bariatric surgery 
• Chiro2_ractic care 

• Hearing aids 
• Routine eye care (Adult) 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: 
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) 
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be 
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit 
www .HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide 
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or for assistance, contact: 
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee 
Benefits Security Administration at 1-866-444-EBSA (3272). 

Does this Plan Provide Minimum Essential Coverage? Yes. 
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month. 

Does this Coverage Meet the Minimum Value Standard? Yes. 
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services: 
Spanish (Espanol): Para obtener asistencia en Espanol, !lame al 1-800-362-3310 or 1-800-877-8973 (TTY). 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY) 
Chinese (J:PJC): :tza:mr!~J:PJC~MWJ , w~Ui!1'~fl!?i 1-800-362-3310 or 1-800-877-8973 (TTY) 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-362-3310 or 1-800-877-8973 (TTY) 

--------To see examples of how this plan might cover costs for a sample medical situation, see the next page.-------- 
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About these Coverage Examples: 
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different 
health plans. Please note these coverage examples are based on self-only coverage. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a hospital 

delivery) 

• The plan's overall deductible 
• Specialist copayment 
• Hospital (facility) coinsurance 
• Other coinsurance 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

$500 
$25 
10% 
10% 

Managing Joe's type 2 Diabetes 
(a year of routine in-network care of a well-controlled 

condition) 

• The plan's overall deductible 
• Specialist copayment 
• Hospital (facility) coinsurance 
• Other coinsurance 

$500 
$25 
10% 
10% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including disease 
education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

Mia's Simple Fracture 
(in-network emergency room visit and follow up 

care) 

• The plan's overall deductible 
• Specialist copayment 
• Hospital (facility) coinsurance 
• Other coinsurance 

$500 
$25 
10% 
10% 

This EXAMPLE event includes services like: 
Emergency room care (including medical supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $12,731 Total Example Cost $7,389 Total Example Cost $1,925 

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay: 
Cost Sharing_ Cost Sharing Cost Sharing 

Deductibles $500 Deductibles* $100 Deductibles* $500 
Co payments $400 Co payments $900 Co payments $200 
Coinsurance $100 Coinsurance $0 Coinsurance $60 

What isn't covered What isn't covered What isn't covered 
Limits or exclusions $10 Limits or exclusions $0 Limits or exclusions $0 
The total Peg w_ould pc1y is $1,010 The total Joe would pay is $1,000 The total Mia would pay is $760 
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For help to translate or understand this, please call (800) 362-3310, TTY/ TDD: 711 / (800) 877-8973. 

Spanish - Este aviso contiene informaci6n importante. Este aviso contiene informaci6n importante acerca de su solicitud o cobertura a traves de Unit)'. Preste atenci6n a las fechas clave que contiene este aviso. Es 
posible que deba tomar alguna rnedida antes de deterrninadas fechas para rnante ner su cobertura medica u obtener ayuda con los costos. Usted tiene derecho a recibir esta informaci6n y ayuda en su idioma sin 
costo alguno. Llarne al (800) 362-3310. TTY/ TDD: 711 / (800) 877-8973. 

Hmong - Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tsab ntawv tshaj xo no rnuaj cov ntsiab lus tseem ceeb txog koj dairn ntawv thov kev pab los yog cov kev pab karn them nqi kho mob los ntawrn 
Unity. Saib cov caij nyoog ceeb hauv dairn ntawv no. Tej zaurn koj kuj yuav tau ua qee yam kom tsis pub dhau cov caij n)'oog koj thiaj yuav tau txais kev pab kam them nqi kho mob los yog kev pab them tej nqi 
kho mob. Ko_j muaj cai tau cov ntshiab lus no thiab tau kev pab ua koj horn lus pub dawb rau koj. Hu rau (800) 362-3310. TTY/ TDD: 711 / (800) 877-8973. 

Chinese - $-idl~D'a'~m:~rr-rMl~, 0 $-idl~D'El'a'f IMl'ffT-idlj@Unitym>x:2 $g~§xfi~~t1tfHfilml39m:~Urn ° ·mrti~$iffi~Df7ill39m~ mm O f~of~EIWi~tt5f-f:~.Lt 8 M21iil ~iUf)(fiwfl , l'HfH~fT- 
13911¥1ll!f*~~fHHe~§x~~lfrlilrno O rm~tUl/~~r1H1¥l-.f_f~ffiggffl~139$ML~,;l:D-\'!Hill~fl1J O g~~~ (800) 362-33IO O lj!aO:"~i3 : 711 / (800) 877-8973. 0 
German - Diese J3enachrichtigung enthalt wichtige lnforrnationen. Diese Benachrichtigung enthalt wichtige lnformationen bezuglich lhres Antrags oder lhres Krankenversicherungsschutz durch Unity. Suchen 
Sie nach wichtigen Terrninen in dieser Benachrichtigung. Sie kon nten bis zu bestimmten Stichtagen handeln rnussen. um lhren Krankenversicherungsschurz oder Hille mil den Kosten zu erhalten. Sie haben das 
Recht, kostenlose J-lilfe und lnformationen in lhrer Sprache zu erhalten. Rufen Sie an unter (800) 362-3310. TTY/ TDD: 711 / (800) 877-8973. 

Arabic - ~ t,l_;\_,3 ~ "ly;,,.I .'.lWY C:~ ..l9 ._},....::.YI \~ ~ ;;,..4-11 t,l.J~I o= ~\ .Unity J)lo.. u-- ~I u1c- J.r=,ll ~ .._,...~ ._.,. wL._,J..... ....,t., ... :811:,.,. ..,,y,,..; _.._.\..> wL._,J..... ....,t......:.'>'I 1:,.,. ..,,y,,..; 
.TTY I TDD: 71 l / (800) 877-8973 .(800) 362-3310 '-:-' J....,,.:i l ,wS.:i <.jl ..:;_,..i 0-- ~ o..lc.~I_, wL..._,l,....JI c..J.c. J_,.......,.J I ~~'-ill -~I.S=i.l l ~..l ~-=~_,I~'~ c..-\c ..l;,\.hll 

Russian - Hacromuee yBeAOM11e1111e conepxorr 8il)[<H)'IO 11miiopMau1110. 3-ro yBeAOMJ1em1e conepxorr aaxcuyro m-1cpopMau1110 o ua111eM 3a1rn11eH1111 ~1m1 crpaxouor-i nOKpb1T1111 xepes Unity. Flocxrorpa're na 
K/IIO'lCBble nan-r B HaCTOHlUeM yBe,[\OMlleHHH. BaM, BO3MO)l(HO, norpeoyercn npHHHTb MCpbl K onpc11eneHliblM npe11e11bHblM cpoKaM AJIH coxpaHeHl1/l CTpaxoBoro noKpblTl1ll 111ll1 flOMOlUH C pacxonasrn. Bbl 
HMeei-e npaao Ha 6ecn11an1oe no11yye~IHe 3T011111-1cpopMau1-111 1,1 noxrouu, Ha aaurevr H3btKe. 3Bott11Te no -renecpoHy (800) 362-33 LO. TTY/ TDD: 711 / (800) 877-8973. 

Korean - g ~;qA-jOll-e gH.~ ~!il.7f ~Oi ~§Lief g ~J;:IAiOll-e :;tl5f9.I t.!~ .<=f.,e Unity~~~ !il.~!il.~OII tt~ gH.~ ~!il.7f ~Oi ~§Lief g ~;x;IAiOII Lf2f~-E gH.~ \,{J~f~ ~Of_lil_{,JAl.2 :;tl5f-E :;tl5f9.I 
:ct~ !2~!2~~ ffAl3f71 !i<lisH ~~ Dff{~77fAI 35_j:I~ {'lisHOf ~ 4'S:. ~7-JLf. i:Jl~OII tt~ s=.~01 ~H.~ 4'S:. ~§Lief :;tj5f-E :;tl8'f7f Af~8'f,e 'ijOi.£ 012@ ~.s:J.2f s=.~~ -'f,.Si.£ '21'~ ~217f ~§Lief 
(800) 362-33l0 ~.9.£ ~~f8'f{,JAl.2. TJ'Y / TDD: 71 l / (800) 877-8973. 

Vietnamese - 'l hong bao nay cung cap thong tin qmrn trong. ·1 h6ng bao m\)' c6 th6ng tin quan trong ban ve don nop hoac hop dong bao hicm qua chuong trinh Unity. Xin xcm ngay then ch6t trong thong bao 
nay. Qu y V! CO the' phai thuc hi~n theo th6ng bao dung lrong thoi han de duy trl bao h iern sue khoe hoac duoc tro rrup them Ve chi phi. Quy Vi CO quyen duoc biet thong tin nay va GLl<;)C tro giup bang ngon ngli 
cua minh mien phi. Xin g<;>i s6 (800) 362-3310. TTY/ TDD: 71 I/ (800) 877-8973. 

Pennsylvanian Dutch - Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit Unit)'. Geb Acht fer wichdiche Daadem in die 
Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht. an beschtimmde Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht for die Information un 
Hilf in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetzc witt, kannscht du (800) 362-3310 uffrufe. TTY/ TDD: 711 / (800) 877-8973. 

Laotian - . u;~'.l:Jl'1l.J~2,Vl.J:.!~fllJ. -"~'.l:Jl'll.Jill'.i~uffi:.,'lii'iunJ;JntJ:Jl:11;.:.,."'mJ!l ,12 ID ':'1l.J~.Ufl0.:ies,ui'11;) 1'1!'.J~'ll.J Un ,ty 1uic13'.ln'lifo;'\uui:.i'lifiu~tuu;~~n:l.Jl.1 ,1n'1l;!y'1mo,~0'.l £'11~C;J.;)'1'1'li'1Jl.J:Jl'1l.JC'l'1.LJ:Jl 
~urn;:i.;i'luiu;uueu ctue':5n:.,'1n'll.Ji.;I.UflB'.leB'.lU1'1l.J tu n'lu~.:im[ieUJJ.Jfl 'lt~..,'ltJ. UJ'1l.JJJ~'1 't'15tJe¾;)Ue'1;J~'1l.J c,.;i., n'lu~;:imilled:Juw•1:.,'leB'.lUl'll.J 1mJumm1•1t~..,·mln:i tm1mm'1cu (800) 362-331 o. 
TTY/ TDD: 71 I/ (800) 877-8973. 

French - Cet avis contient des informations importantes. Cet avis contient des informations importantes concernant votre demande ou sur la prise en charge par Unity. Rechercher les dates importantes sur 
le present avis. II sc peut qu'une action de votre part soil ncccssaire avant une certaine date afin de conserver votre couvcrture santc ou votre aide sur les frais. Yous avcz le droit d'obtenir gratuitement ces 
informations et une assistance dans votre langue. Appelez le (800) 362-3310. TTY/ TDD: 711 / (800) 877-8973. 

Polish - To zawiadornienie zawiera wa:ine informacje. To zawiadomienie zawiera wazne informacje dotycz,,ce Pa1\stwa wniosku lub zakresu ubezpieczenia w Unity. Proszc, zwrocic uwagc, na wazne daty podane 
w zawiadomieniu. Mag') to bye termin)' dokonania okreslonych czynnosci koniecznych do zachowania ubezpieczenia zdrowotnego lub uzyskania pomocy zwi,µanej z kosztami. Maj() Pa1\stwo prawo do 
otrzymania tej informacji oraz uzyskania pomocy bezplatnie w swoim jc,zyku. Prosz~ dzwonic pod numer: (800) 362-3310. TTY/ TDD: 711 / (800) 877-8973. 

Hindi-W~it~:'ill'i'fil.fl ~I W~it~~'l!T Unity ~mt<l+Tif<flil'~~mit ~::iflrf'firtt~J W~ it1!"-9<f~~l 3f'l'r!T~~~~'l!T 

~ ~ ~ 'SlTTf 'fi'G ~ ~ 3lT'l'!iT ~ ~ (=l 114 4111 I cf'fi ~ 'fi'G <ITT' ~ W ~ ~I 3lT'l'!iT ~ ~ ~ fir.IT '4'"<?. :'ii I rl 'hi :fl afR ~ 3f'l.ft m1'fT ~ 'SlTTf 'fi'G "liT 
~ t:1 ~ 'fi't (800) 362-3310 I TTY/ TDD: 711 / (800) 877-8973. 

Albanian - Ky njoftim permban infonnacion te rendesishem. Ky njoftim permban informacion te rendesishem per aplikimin ose mbulimin tuaj nepermjet Unity. Kontrolloni per data te rendesishme ne kete 
njoftim. Mund t'ju duhet te ndermerrni veprim brenda afatavc te caktuara per te mbajtur mbtLlimin tuaj shcndetesor ose per ndihmen me koston. Keni te drejte ta merrni ketc informacion dhe ndihmc falas ne 
gjuhen tuaj. Telefononi numrin (800) 362-33JO. TTY/ TDD: 711 / (800) 877-8973. 

Tagalog - Ang Abisong ito ay may lmportanteng lmpormasyon. Ang abisong ito ay ma)' importanteng impormasyon tungkoJ sa aplikasyon o proteksi)'On mo sa pamamagitan ng Unity. Hanapin ang mga 
pangunahing petsa na nasa abisong ilo. Maaaring kailangan mong kumilos bago sumapit ang ilang takdang araw para mapanatili ang proteksiyon ng kalusugan moo para makatuJong sa mga gastusin. Karapatan 
mong makuha ang impormasyon na ito na nasa wika mo nang walang gastos. Tuma wag sa numerong (800) 362-33 l 0. TTY/ TDD: 711 / (800) 877-8973. 

UH01647 (0916) 

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. 
If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the 
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. 
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